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Editorial Comment 


THE PROBLEM OF STAPHYLOCOCCUS CONTROL 


| WITHIN the past several years the medical profession has gradually 
| become aware of the existence of the threat of potential epidemics of 
| staphylococcic infection in hospitals. In many instances this threat has 
| already materialized, for epidemics of infection due to staphylococci 
| have been reported from numerous hospitals scattered throughout the 
| United States and indeed throughout much of the world. No hospital 
can disregard this threat of potential epidemic infection of its patients. 

Paradoxical as it may seem, this problem has arisen in no small part 
as a result of one of the major advances of medical science, the devel- 
| opment of chemotherapeutic and antibiotic substances. It has been 
| found that the majority of hospital-acquired infections are due to 
certain strains of staphylococci of phage Group III, chiefly types 80 
and 81. These strains, like all members of the versatile staphylococcus 
family, can produce infection of all degrees of severity in almost any 
part of the body but seems to have a predilection to cause wound 
infection, breast abscess, pneumonia, and skin infection, especially in 
the newborn. They are further characterized by their virulence, com- 
municability, and tendency to produce asymptomatic nasal carriers. 
These characteristics seem to be coupled with antibiotic resistance 
so that the most dangerous strains of staphylococci are selected and 
perpetuated in any human population if antibiotics are commonly used. 

Infection is not a new problem in hospitals, but prior to the advent 
of antibiotics, techniques of asepsis, antisepsis, and sterilization had 
been developed to combat the spread of infection from patient to 
patient, from attendant to patient, or vice versa. Hospital personnel 
were instructed in these methods of preventing spread of infection as 
a basic part of their training. When antibiotics were first introduced, 
they were so effective in treating infection that the time-tested measures 
tended to be disregarded. The surgeon operated “under an antibiotic 
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umbrella” and became less concerned with meticulous aseptic tech- 
nique. 

The fallacy of the belief that prophylactic use of antibiotics will 
lessen the incidence of postoperative infection has been rather clearly 
established. Tachdjian and Compere in a large series of cases found 
a higher incidence of infection when antibiotics were used prophylacti- 
cally," and Sanchez-Ubeda and his associates in an alternate case study 
showed that prophylactic use of antibiotics did not decrease secondary 
infection as compared to the control group.’ Despite these and other 
reports indicating the lack of prophylactic value of antibiotics there 
seems to be no lessening of the zeal of physicians in using antibiotics in 
this fashion. 

Now that we are faced with the fact that antibiotics are no longer 
as effective as when they were first introduced (and based on past 
experience, there appears to be no reason to believe that each new 
antibiotic introduced will not be followed by the appearance of strains 
of staphylococci resistant to it), we must relearn the lessons of the past 
in how to prevent infection and its spread from person to person. Some 
control measures are simple. Brown noted that handwashing, if thor- 
oughly done, may well be the most important single control measure.’ 
The problem is complicated by the fact that infection is transmitted 
not only by direct contact with carriers or infected persons but by 
means of contaminated inanimate objects such as instruments, ther- 
mometers, bedclothes, and even by the dust in the air. 

Physicians and all others who share in any way in the care of the 
sick must accept the responsibility for doing everything possible to pre- 
vent the spread of infection. A guide to assist in accomplishing this is 
desirable, and the New York State Department of Health is to be 
commended for publishing a booklet entitled Control of Staphylococcal 
Infections in Hospitals.* This is a concise description of an effective 

1M. O. Tachdjian and E. L. Compere, Postoperative Wound Infections in 
Orthopedic Surgery: Evaluation of Prophylactic Antibiotics, J. Internat. Coll. 
Surgeons, 28: 797-805, 1957. : 

2R. Sanchez-Ubeda, E. Fernand, and L. M. Rousselot, Complication Rate in 
General Surgical Cases: The Value of Penicillin and Streptomycin as Postopera- 
tive Prophylaxis—A study of 511 cases, New England J. Med., 259: 1045-1050, 
. J. W. Brown, Hygiene and Education within Hospitals to Prevent Staphylococcic 
Infections, J.A.M.A., 166: 1185-1192, 1958. 


4 Joint Committee on Staphylococcal Infections, Control of Staphylococcal Infec- 
tions in Hospitals (Albany: New York State Department of Health, 1958). 
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EDITORIAL COMMENT 


program for control of infection which is readily adaptable to hospitals 
of any size. 

College and university physicians may face a lesser problem than 
that found in large general and obstetrical hospitals, yet the same rules 
apply. Antibiotics should not be used prophylactically or for the treat- 
ment of mild or self-limited bacterial infections and virus infections. 
Aseptic procedures must be used if we are to succeed in any great 
measure in the ever-continuing struggle against staphylococci and other 
disease-producing agents, because “no pathogen has yet developed 
resistance to aseptic technique.”° 





5 Ibid. 
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ANNUAL MEETING 


AMERICAN COLLEGE HEALTH ASSOCIATION 
May 6, 7, 8, and 9, 1959 
Warwick Hotel, Philadelphia 


PROGRAM OUTLINE 


Wednesday, May 6, 1959 
10:00 A.M. Registration 
1:00 P.M. Opening General Session 
1:20 P.M. President’s Address 


1:50 P.M. Legal Presentation—The Factor of Consent 
Clarence Morris, Esq., University of Pennsylvania 
Law School 


3:45 P.M. Panel: Studies in the Personality Development of College 
Students—A Report from the Vassar Research Unit 


5:00 P.M. Social Hour 
7:00 P.M. Council Dinner Meeting 


Thursday, May 7, 1959 


7:30 A.M. Breakfast 
President and President-Elect with Section Chairmen 


9:00 A.M. Section Meetings 


11:30 A.M. First Business Meeting 

Report of Secretary-Treasurer 

Report of Council Meeting 

Agenda for Second Business Meeting 
Appointment of Nominating Committee 
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PROGRAM OUTLINE 


12:30 P.M. Lunch 
1:45 P.M. Board Buses to Hospital of the University of Pennsylvania 


2:00 P.M. Clinical Session: A Complex Diagnostic Problem in a 
Student 

Moderator: Paul F. Schrode, M.D. 

Participants: 
Thomas Machella, M.D. 
William Bluemle, M.D. 
Calvin Kay, M.D. 
Eugene Hildreth, M.D. 
George Hambrick, M.D. 
Harold Wurzel, M.D. 
Horace Enterline, M.D. 
William Tuddenham, M.D. 


5:15 P.M. Board Buses for Warwick Hotel 
5:30 P.M. Social Hour 


7:00 P.M. Association Banquet 
Speaker: Richard Kern, M.D. 


Friday, May 8, 1959 


7:30 A.M. Breakfast 
President and Vice-President with affiliate officers or 
representatives 


9:00 A.M. Section Meetings 
11:00 A.M. Report of Section Chairmen 
12:15 P.M. Board Buses for University Museum 


12:30 P.M. Luncheon, University Museum 
Speaker: Dr. Kenneth Matthews 
Topic: Ancient and Primitive Medical Practice 


2:00 P.M. Afternoon and Evening Open for Recreation. Tour will 
be arranged to local historic and other places of inter- 
est and will conclude on Bryn Mawr College campus 
for social hour, dinner and entertainment. 


Council Dinner Meeting 
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Saturday, May 9, 1959 


7:30 A.M. Breakfast. Open for meetings of affiliates, sections or 
committees, if desired. 


9:00 A.M. Second Business Meeting 
1. Agenda as announced at first business meeting 
2. New business 
3. Election of officers 


10:00 A.M. Announcements of Winners of Research Grants for Next 
Year 


10:10 A.M. 1. Research in Viruses—Rabies 
Hilary Koprowski, M.D., Director, Wistar Institute 
2. Gait 
David Grice, M.D., Chief, Department of Ortho- 
pedics, Hospital of the University of Pennsylvania 


11:50 A.M. Adjournment 
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A Bacillary Dysentery 

Outbreak at a Large 

University: Final Control with 
Furazolidone (Furoxone) 


WILLIAM R. GALEOTA, M.D., 
AND B. A. MORANVILLE, M.D., 
UNIVERSITY OF MISSOURI 


AN outbreak of dysentery due to Shigella sonnei was experienced at a 
university with a student population of 10,000. This afforded a limited 
opportunity to study the effectiveness of several antibacterial agents. 
One antibiotic, chloramphenicol, and two chemotherapeutic agents, 
nitrofurantoin and furazolidone, were used in treatment. This report 
gives the results of our experience with these drugs. The cases presented 
were proven by stool cultures. Negative stool cultures were used in 
all instances as the criterion for cure. 

On March 22, 1958, there occurred the first of three separate out- 
breaks of dysentery among students living in fraternity houses at the 
University of Missouri. The offending organism in the majority of 
cases was shown to be Shigella sonnei. This first outbreak was effec- 
tively controlled in a period of two weeks. On May 4 and May 12 
outbreaks occurred in two other fraternity houses. These were also 
controlled within a two-week period. It is felt that the usual public 
health measures, including prophylactic treatment of contacts, quaran- 
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tine, and the use of antibacterials, as described herein, prevented 
further spread of the disease. 

Shigella sonnei is a lactose-fermenting gram-negative rod which js 
probably more common in the United States than appears in the 
records. Several outbreaks of “food poisoning” attributed to the Sonne 
bacillus have been recorded. In a number of localities where careful 
bacteriological studies have been made, dysentery bacilli have been 
found widely distributed both in patients with gastrointestinal derange- 
ments and in the general population. 

Dysenteric infections are most common during the summer months 
in temperate climates, although they may occur at any season of the 
year. The disease is spread by more or less direct transfer of the specific 
organism from the infected intestinal discharge of one individual to 
the alimentary tract of another. The carrier state is important in per- 
petuating the disease. No animal reservoir is known for Shigella sonnei. 
The Shiga and Flexner types generally predominate in outbreaks of 
mixed etiology, although in small outbreaks a single type of dysentery 
bacillus may be found. 

State and federal public health officials studied the outbreaks. The 
original source of infection was apparently a food handler in a fraternity 
house, and the vehicle of infection appeared to be a tossed salad served 
at one of the fraternity meals on March 19, 1958. Extensive research 
was done on the foods served at this meal. Data were submitted to 
statistical analysis, and thirteen foods were eliminated from suspicion. 
Data on ten foods were analyzed by the chi-square method, and on 
the basis of the results suspicion was fixed on tossed salad and olives 
as the vehicles of infection. It is possible that the cook seeded several 
other foods with Shigella organisms, but because of the method of 
preparation, namely, temperature hot enough to destroy the organism, 
only the cold and moist foods were associated with the transmission of 
the infection. Poor sanitation in preparation, serving, and preservation 
of moist and raw foods has often been associated with food-borne 
shigellosis. 


CLINICAL STUDY 


Table 1 summarizes the initial onset in a fraternity house which we 
will identify as I. 
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Table 1 
Date of onset No. of cases 
3/14/58 1 (house cook) 
3/21/58 1 
3/22/58 20 
3/23/58 4 
3/24/58 1 
3/25/58 2 
3/26/58 4 
3/27/58 4 
Total cases reported 37 





Thirty of these cases occurred among the forty-five students living 
at fraternity I. Of the other seven cases, three were female students 
who had eaten at this fraternity during the week end of March 22; 
three were students employed in the fraternity dining room on a part- 
time basis, and one, the full-time fraternity cook, who worked through- 
out her seven-day illness. 

These cases all reported diarrhea, several with bloody and mucoid 
stools. Fever, abdominal cramps, headache, and nausea were common. 
The duration of illness was from one to nine days. Twenty-one cases 
were admitted to the hospital, and sixteen cases were treated on an 
outpatient basis. Only those cases on which we have complete cultural 
data are included in the statistics of Table 1. 

The second outbreak, at a fraternity house which we will identify 
as II, occurred as in Table 2. 








Table 2 
Date of onset No. of cases 

5/ 4/58 al 
5/ 5/58 2 
5/ 6/58 ind 
5/ 8/58 1* 
5/29/58 1 
5/29/58 1* + If 

Total cases reported 8 





* Female contacts, dates of fraternity members. 


t Food handler. 
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A social function had been held in this fraternity house on May 3, 
1958. A number of the guests attending the dinner became ill two to 
three days later with symptoms similar to those found in the house 
members. 

The third outbreak, in fraternity III, is shown in Table 3. 








Table 3 
Date of onset No. of cases 
5/12/58 4 
5/13/58 2 
Total cases reported 6 





A quarantine was placed on each fraternity house upon recognition 
of an outbreak. Stool cultures were obtained as soon as possible from 
all members. Prophylactic treatment with antibacterial agents was 
instituted. Forty-five members of fraternity house I were treated with 
a course of chloramphenicol, 250 mg. q.i.d. for four days. Members 
of the other two houses, 191 in all, were given furazolidone, 100 mg. 
q.i.d. for four days. Since Shigella sonnei infection is generally con- 
ceded to be a self-limited disease in healthy adults and since asympto- 
matic and convalescent carriers are considered important in the spread 
of the disease, we felt that prophylaxis and elimination of the carrier 
state were important factors to be considered in this outbreak. 


THERAPEUTIC STUDY 


Of the fifty-one symptomatic individuals treated, complete data are 
available on twenty-two. One case due to Salmonella typhi was found. 

Table 4 lists all bacillary dysentery cases on which positive stool 
cultures were obtained and follow-up was complete. 


DISCUSSION 


Since the results obtained from treatment with chloramphenicol 
were not considered adequate, it was decided to try a new and recently 
released preparation, furazolidone (Furoxone, Eaton Laboratories). 
While awaiting a supply of this drug, we treated four of the seven 
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BACILLARY DYSENTERY 


Table 4. Comparative study of drugs used 





Cure Failure 





Organism isolated No. Dose (stool (stool 
prior to of and cult. cult. % 
treatment cases Drug used duration neg.) pos.) cured 
Shigella sonnet 11 Chloramphenicol 250 mg. 4 ia 36 
q.i.d. x 
4 days 
Shigella sonnei 4 Nitrofurantoin 100 mg. 3 1f 75 
Qei Gx 
4 days 
Shigella sonnet 15 Furazolidone 100 mg. 13 2t 87 
eid «x 
4 days 
Salmonella typhi 1 Furazolidone 100 mg. 1 100 
q.i.d. x 
7 days 





* Three cases cured on treatment with nitrofurantoin; the 4 remaining cured on 
treatment with furazolidone. 

} Cured on treatment with furazolidone. 

t Had 8 days therapy and then left school; no follow-up possible. 


chloramphenicol failures with nitrofurantoin, and three of these cases 
developed stools negative for Shigella sonnei. The three remaining 
cases were treated with furazolidone and cured, as was the single 
failure with nitrofurantoin. 

Our results indicated that furazolidone gave a cure rate of 87 per 
cent in the treatment of Shigella dysentery, as opposed to a cure rate of 
36 per cent with chloramphenicol in a comparable number of cases. 

It is of interest to note that nitrofurantoin was effective in 75 per 
cent of the few cases treated. 

One case of Salmonella typhi successfully treated with furazolidone 
is presented as a matter of interest. 


CONCLUSION 


An opportunity to study the effect of several antibacterial agents 
presented itself during an outbreak of Shigella dysentery. A new 
preparation, furazolidone, proved to be effective in treating and con- 
trolling the disease. The response to this drug was greater than that to 
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chloramphenicol. No toxic effects were noted in the use of furazolidone, 
The drug was extremely well tolerated in all 191 individuals who re- 
ceived it either prophylactically or therapeutically. 


BIBLIOGRAPHY 


Buzrows, William, Jordan-Burrows: Textbook of Bacteriology (15th ed.; Phila- 
delpbia: W. B. Saunders, 1949), pp. 471-476. 

Ehrenkranz, N. J., M. J. Takos, W. R. Hoffert, and Florence Riemer, An Epidemic 
of Shigella sonnei Dysentery Arising in a General Hospital, New England J. 
Med., 259: 375-377, 1958. 

Estella, Ponce de Leon, Furazolidone (Furoxone) in the Treatment of Acute 
Bacterial Syndrome, Antibiotic Med., 4: 814-816, 1957. 

Harrison, T. R., Principles of Internal Medicine (2d ed., New York: Blakiston, 
1950) pp. 850-853. 

Rogers, G. S., G. B. Belloff, M. F. Paul, J. A. Yurchenco, and G. Gever, Furazoli- 
done, a New Antimicrobial Nitrofuran. A Review of Laboratory and Clinical 
Data, Antibiotics and Chemother., 6: 231-242, 1956. 

Yurchenco, J. A., M. C. Yurchenco, and C. R. Piepoli, Antimicrobial Properties of 
Furoxone (N-5-nitro-2-furfurylidene-3-amino-2-oxazolidone), Antibiotics and 
Chemother., 3: 1035-1039, 1953. 


246 








nos 


lone, 
O re- 


Phila- 


demic 
nd J. 


Acute 
iston, 


azoli- 
inical 


ies of 
and 








Campus Health and Safety 
Problems as Viewed by the 
Occupational Health Engineer’ 


A. E. LOWE, UNIVERSITY OF CALIFORNIA 


WHEN I was invited to participate in the panel discussion on campus 
health and safety problems, it occurred to me that it would be wise to 
list the various operations encountered in the university community in 
which occupational hazards are or may be present. From such a list- 
ing we might be better able to view the problems and to evaluate 
them. We note from such a list that most of our laboratory work 
involves the handling of toxic and corrosive materials; our agricultural 
operations, both in the teaching laboratory and in the field, include the 
use of a great variety of chemicals to control pests and weeds; natural 
factors of sunburn, exposure to poison oak, and insect bites are 
problems for all of our outdoor workers; our maintenance and con- 
struction personnel encounter fumes, vapors, and dusts while painting, 
welding, grinding, and buffing; and even our office personnel may be 
exposed to dangerous concentrations of solvents when operating dupli- 
cating machines or when cleaning typewriters, It is evident that this 
list contains only a few of the occupational health problems on a 
college or university campus, but it serves to illustrate their variety 
and the different viewpoints and evaluations required to solve them. 
Similar exposures are encountered in everyday American industrial 





* Presented as part of a Panel on Campus Health and Safety Problems at the 
Thirty-sixth Annual Meeting of the American College Health Association in joint 
gee with the Fifth National Campus Safety Conference, Los Angeles, March 

, 1958. 
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operations, and if we include the research establishments of our major 
industrial complexes, almost all university exposures may be found to 
have a counterpart in industrial work. Indeed, in many respects, cer- 
tain operations on some campuses have assumed some aspects of 
small-scale industrial operations. For instance, we have a project which 
started out as a laboratory research procedure using micro quantities 
of materials. Now it has been expanded into a production process, 
using gallons of toxic and explosive solvents. During the course of the 
expansion no thought was given to the increased exposures of workers, 
nor was much effort made to modernize the equipment and method 
to handle the load better. The work is still being done in the same 
small laboratory, subject to overcrowding and misuse of the control 
facilities provided. One of our problems is to persuade the responsible 
department to move to more spacious quarters equipped with adequate 
ventilation and other protective measures. Pending such a move, what 
should be done? Should we advise and insist that the work be stopped? 
Can we be satisfied with temporary and less than first-class control 
measures? 

In both industrial and university work, it has been found necessary 
to control dangerous operations and to protect employees against the 
effects of materials involved. Quite acceptable controls have been 
found for most operations. By this I do not mean to imply that all 
controls are ideal, but by and large a suitable and tested answer is 
available for most of the typical occupational health hazards expe- 
rienced in university work. Since this is so, it is doubtful that the 
selection of a control device or a limitation in procedural aspects can 
be properly considered a problem. Whole libraries with texts listing in 
minute detail the control measures which should be taken for almost 
everything we encounter are available, and the controls are quite 
easily applied. A major problem in university work is to gain the ac- 
ceptance by those concerned of the need for control. In addition, there 
is the ever present problem of obtaining financial support. 

Of these I consider the first, by far, the most important. Once the 
need for a control procedure or device is accepted by those having 
responsibility for the particular work involved, it has been our expe- 
rience that the financial support for the improvement is forthcoming. 

The most important factor in implementing controls, once their 
need is recognized, is the process of education. By this I mean the 
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CAMPUS HEALTH AND SAFETY 


specific enlightenment of individuals involved in the use of dangerous 
material. While there may be some evidence to the contrary, and I 
know from experience there are some who will argue the point, I do 
not believe that anyone knowingly or willfully injures himself or 
others. If he exhibits such tendency, then the quality of the education 
he has received in this field must be blamed. Accepting for the moment 
the major thesis that people would prefer to be safe, our prime targets 
in education are to recognize potential sources of injury, to convince 
others of their existence, and then to teach practical measures of 
control. In university operations this generally is not hard to do once 
we know of the work being done or to be done. Frequently it is more 
difficult to find out where and by whom dangerous work may be 
undertaken. It is difficult to excite in many individuals sufficient in- 
terest in health and safety that they will inquire about safe procedures 
before the operation starts. This is particularly true of the young 
researcher. 

A system of discovering and maintaining continuous observation of 
dangerous work conditions is absolutely essential to proper control of 
occupational health hazards. Among other things such a system must 
include inspection of work places, servicing of routine requests regard- 
ing procedures and control measures which might be required in a 
particular operation, establishment of a reporting and recording 
system for both accidents and injuries, and establishment of procedures 
providing for advance review of plans for new buildings, processes, and 
operations. Established requirements of legal agencies and service 
agencies, such as workmen’s compensation and insurance companies, 
provide a systematic means of obtaining information regarding indus- 
trial types of injury. However, the routine reporting of industrial 
injuries to health and safety people provides a ready index of some 
aspects of control. It is in student injuries that university work digresses 
radically from industrial procedures, although the injury to the student 
is frequently of the same nature as that experienced in industrial work. 
Here the health services in all universities can be of effective help in 
the prevention of university accidents. Routine recording and reporting 
of accidental and occupational-type injuries which occur in the stu- 
dent population provide essential information to health and safety 
officials charged with the elimination or control of accident factors in 
university operations. The reporting form need not be as elaborate as 
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the typical industrial accident-reporting form, because the information 
required is not used for the same purpose. Certainly, however, the 
report should include the name, age, and sex of the person injured, a 
description by the injured person of the circumstances leading to the 
injury, and pertinent comments by the supervisor and perhaps by the 
attendant doctor or nurse. The form may be elaborated to suit the 
needs of any particular activity; however, it should be noted that early 
reporting is the essential thing so that health and safety officials can 
gather further details as necessary on the accident site. 

It should be noted that injury-report forms are only a part of an 
accident investigation system. It has been estimated that for every 
accident which results in injury there are at least ten additional acci- 
dents which could have caused injury but did not. Whether this ratio 
holds for university operations is difficult to say; however, it should be 
quite obvious that there are a great many more incidents which could 
cause injury than actually result in injury. From the standpoint of 
accident or occupational health control, therefore, the mere analysis 
of those conditions which have actually caused injury, in other words 
injury-report studies, will by no means satisfy the requirements of a 
good control procedure. Some system should be set up to assure that 
all incidents which might have resulted in injury are properly investi- 
gated and that appropriate action is taken. 

You will recall my statement that most of the exposures in university 
operations have their counterpart in industry and that suitable control 
measures for most of them have already been discovered and imposed 
in other disciplines. We do have some special situations, however, for 
which no established control procedures have been developed. These 
involve advanced research projects which by their very nature may 
present problems for which no controls are yet apparent. Such research 
may involve work in the development of new chemicals, the toxicity 
or explosibility of which is unknown, or it may involve work with 
pathogenic organisms for which the mode of transmission or the effects 
on man are not known. In some instances hazards inherent to an 
accepted procedure may become apparent only after extended work. 
If there is lack of knowledge concerning potential hazards, as in these 
advanced research projects and in research on bacteriological factors, 
the ultimate in control procedures should be followed until evidence is 
available indicating the exact procedures which may be necessary. I 
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would like to comment further about situations in which a standard 
procedure is found unacceptable after extended use. A good example 
of this is the standard refuse-disposal chute available in public and 
private buildings, particularly in hospitals. In one of our larger teach- 
ing hospitals, a fifteen-story building, research personnel who were 
concerned with recent outbreaks of antibiotic resistant staphylococci 
in hospital operations did culture work in the building corridors and 
other spaces. It became evident during the course of this work that 
the laundry and garbage chutes in the building were constant sources 
of the resistant staphylococci and in fact were literally blowing these 
organisms into the occupied areas of the building. Examination of the 
chutes revealed that most of the distribution resulted from convection 
drafts of air coursing upward through the chutes. However, inter- 
mittently and at frequent intervals, pistonlike effects of materials 
dropping in the chutes forced air from the chutes into the building 
spaces, Although we have examined this problem, we have no ready 
solution for it. It appears at this time that any physical or mechanical 
correction of this situation will be monumentally expensive, and we 
have often wondered if it is advisable to have such units within a 
building at all. 

In summary, most university operations have industrial counterparts, 
the health and safety aspects of which are amenable to established 
methods of control. Problems arise in the correction of university 
hazards largely because of lack of knowledge that they exist. Their 
existence can be revealed through routine inspection, through educa- 
tion of persons to recognize the hazards and to ask for assistance as 
necessary, and through investigation of both injury-producing and 
noninjury-producing accidents. The establishment of an adequate 
accident-reporting system, particularly for accidents involving students, 
is essential. In the absence of established procedures of use, the best of 
controls are none too good. In the provision of controls for unknown 
processes or operations well-known principles for similar work can be 
used as a guide. There will arise situations in which new factors will 
present themselves, as in the case of refuse chutes in buildings. Without 
dwelling on it, I wish to say that imposition of high-capacity control 
systems, particularly those involving substantial air movement, fre- 
quently interferes with established ventilation systems and may interfere 
to the extent that additional unexpected and unwanted air-movement 


251 


















STUDENT MEDICINE 


patterns are introduced. A careful investigation should always be 
made when control procedures are suggested so that side effects may be 
taken into account and alternate measures can be considered at the 
time the systems are installed. 

We have barely scratched the surface in the field of education for 
health and safety. I believe that great advances might be made by the 
introduction of safety subjects into the basic classroom instruction. It 
would be well if such instruction started in the grade schools and con- 
tinued through high school and college. In nature, the hunted plays it 
safe and avoids being upwind from the hunter; it is a part of their 
basic education. Until equal or perhaps greater cognizance of the 
potentials for injury which exist in all walks of life is felt by those 
exposed to them, the educational aspects of the total environmental 
health and safety picture cannot be said to have been fulfilled. 
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The Problems of Adolescence 
GRAHAM B. BLAINE, JR., M.D., HARVARD UNIVERSITY 


ADOLESCENCE is a time in life which has to be difficult. Some 
have described it as the crossroads of life, and others as a period which 
seems impossible to have been lived through when thought about in 
retrospect. Still, it should be considered not as an affliction but rather 
as a “normative” crisis. Many conflicts beset the growing child as he 
goes through this strange transitional period which lies between child- 
hood and adulthood. Suddenly he begins to realize that he is an 
individual and not simply an extension of his parents. Sometimes he is 
shocked to find that there are people in the world who do not have the 
same standards and values which his parents have and that these 
people are respected and admired, both by parents and by others. This 
often throws him into some degree of confusion. For many years he 
had looked up to his parents as the ones who had the final answer. It 
is a surprise to find that many well-respected people in the world 
believe that things which his parents said were wrong are quite all 
tight; it makes him wonder whether the things which he had been 
afraid to do in the past were really so bad after all. It encourages him 
to find new criteria for behavior and to look within himself for a scale 
of values. Often when the adolescent comes to do this, he finds a blank 
wall, and no clear picture of what he is emerges. No immediate answer 
flashes directly to him as to whether he believes that a certain sort of 
behavior is good or bad. This is often frightening. It makes him think 
that perhaps there is no real substance to him and that up to then he 
had been borrowing opinions and ideas from others or simply following 
judgments and opinions which conform with those of whomever he 
happened to be speaking to at the moment. This contributes to a state 
of “adolescent turmoil,” a condition which may paralyze an individual 
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so that he cannot become interested in anything or make progress in 
any direction whatsoever, or it may consist simply of an inner question- 
ing which is not disturbing enough to show on the outside. Adolescence 
is a special period in life, one during which an individual feels different 
than he did as a child and different than he does later on as an adult. 

In trying to classify the main conflicts which arise during this stormy 
period of development, there appear to be four main areas: first, the 
conflict between independence and dependence; second, the problem 
of the formation of identity; third, the problem of performing academic 
work; last, the conflict over sexual orientation. 

The conflict between independence and dependence is one which 
must be resolved in favor of independence if a healthy individual 
development is to take place. Adolescence is marked by extremes in 
both types of behavior. A teenager at one time will be defiant and 
rebellious, objecting to the slightest kind of parental control, and at 
another acting in a childish, immature way, demanding help and 
guidance from a parent who has been rudely criticized a few moments 
before for proffering just this kind of help. There seems to be a need on 
the part of growing children to create some kind of disturbance within 
the home—as though they had to make the family a place of conflict 
and unpleasantness in order to leave it more easily and become in- 
dependent. Perhaps they can leave home only if they first make it such 
an unattractive and tumultuous environment that no one could com- 
fortably live there. Unfortunately, much of this adolescent rebellion is 
treated by parents with so much intolerance that the child who is trying 
to become an adult is overwhelmed by so much guilt and remorse over 
his behavior that his attempts to be independently aggressive are 
thwarted, and he is forced to mollify his parents by curbing his natural 
instinct to be free of them. 

It is this overweening desire to be independent and to defy family 
standards that leads to a pattern of delinquency. We cannot find a 
common type of family background present in all delinquent children. 
It does appear, however, to be a matter of extremes, Parents who are 
overindulgent, as well as those who are overly rejecting, seem to 
produce children who get into trouble with the law. 


For example, a boy came to our clinic who was a freshman in college. His 
problem on the surface was simply that he was not doing good work and 
had refused to hand in several assigned papers. He said that the deans were 
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worried about him, and his religious counselor had told him that his prob- 
lem was too deep for simple conversational talks. It became clear soon after 
treatment began that this boy was a fairly sophisticated kind of delinquent. 
He was practicing numerous deceptions around the college and in the 
surrounding city as well, stealing from the local stores, plagiarizing on 
whatever papers he did get written, and cheating on his examinations. His 
family history revealed that his father was an itinerant painter, having been 
at home only for two- or three-month periods during the boy’s entire life 
and never showing any interest in his two boys except to upbraid them for 
being sissies. The boy’s mother had had to work and had been away from 
home almost all day ever since the boy was old enough to be on three meals. 
He had been left alone in an apartment in New York, so terrified that he 
had spent his time huddled close to the door listening for his mother’s foot- 
steps. She often found him asleep against the door. During his later school 
years, he lived with a grandfather and grandmother, who felt imposed 
upon, and punished him unmercifully for every small misdemeanor, He 
worked overconscientiously at school and did extremely well, but still his 
grandparents did not appreciate his work and continued to ridicule and 
punish him. He later returned to his mother, who had now become success- 
ful at selling real estate but preferred to spend her money in luxuries for 
herself, insisting that her son work his way through college as well as gain 
as much scholarship aid as possible. Meanwhile she lied about her income 
so that he would be able to obtain a scholarship. 


It is no wonder, with such a severe and rejecting background, that 
this boy acted out against his parents by misbehaving and being dis- 
honest, even as his mother was. His anger and fury at her was taken 
out against the college and against the forces of law and order by 
dishonest and illegal behavior. 


Another boy was fired from college because of two rebellious episodes, 
one involving pretending he was blind and soliciting money on the sidewalk 
and the other selling dance tickets for a freshman prom and pocketing the 
money for himself. He came from a very different sort of background. His 
parents were extremely affectionate and tried their best to give him every- 
thing he wanted. They went overboard in this respect, however, and the 
result was that the boy found that he could get away with anything, both 
within the home and within the community. His parents would bail him 
out whenever he got into any kind of trouble. Both his mother and father 
were completely permissive people and felt that the boy should be allowed 
to do whatever he pleased, whether it was to disappear for a week without 
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telling them where he was or be given a Ford Thunderbird. When I worked 
with this student, it became clear that he was just as angry with his parents 
as the first boy was; it was not for their cruel and rejecting treatment of him 
but rather for their overindulgence. His feeling was that they could not 
really love him because they never seemed to care about what he did. He 
gave examples of times when he would purposely do things which he 
thought would annoy them and of how disappointed he was when they 
simply smiled and pretended that they didn’t care. Of course, he thought 
they really did not care and that no one who really loved their child could 
allow him to do the things he did without becoming upset. Since he could 
not get a reaction out of his parents, he tried irritating the University and 
found that they responded in pretty strong fashion! 


In the adolescent’s struggle for independence, he is bound to tread 
on some toes, and often the price of his freedom must be the kind of 
misunderstandings and disharmonies within a family which cannot but 
be distressing and upsetting. The college must be resilient enough to 
absorb a certain amount of this nonconformist behavior and prepare 
to deal with it in an understanding, but at the same time firm, manner. 
At times, of course, as in the two cases I have cited, the disturbing 
behavior is too strongly predetermined by the family situation and 
results in actions which distress and upset other people within the 
community to too great a degree. For the sake of others such disruptive 
influences must be removed. 

The second important conflict in need of resolution is that of the 
identity crisis. The achievement of a sense of identity, as described by 
Erikson, is “‘A feeling of being at home in one’s body; a sense of know- 
ing where one is going; and an inner assurance of anticipated 
recognition from those who count. We are most aware of our identity 
when we have just gained it, and we are somewhat surprised to make 
its acquaintance.” * In more detail he describes it as follows: “Man, 
to take his place in society, must acquire a conflict-free, habitual use of 
a dominant faculty to be elaborated in an occupation; a limitless re- 
source, a feed-back as it were, from the immediate exercise of this 
occupation from the companionship it provides; and finally, an intel- 
ligible theory of the process of life.””? On the surface, this does not 
sound very difficult or complicated. Actually all it means is that he gain 

+E. H. Erikson, The Problems of Identity, J. American Psychoanalytic Assoc., 


4: 56-121, 1956. 
? Ibid. 
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PROBLEMS OF ADOLESCENCE 


a sense of inner security and enough self-knowledge to feel like an 
individual who, though different in some ways from his fellowman, is 
nonetheless capable in certain areas, that he find a job to do which is 
interesting and pays back something in the way of satisfaction and 
gratification, and, lastly, that he have a religion or some theory about 
what life is all about which is thoroughly satisfying to him. This may 
seem routine, but adolescents find problems here and take these prob- 
lems very seriously. Much of their conflict centers around them. 

It is important in the development of identity to incorporate into it 
various identifications which result from an assimilation of character- 
istics from people who have been important in one’s life. These may be 
parents or teachers or even actors and movie stars. These imitations do 
not apply to the whole personality, as hero worship does, but simply 
to portions of the personalities of many people, which are modified and 
coalesced finally into one individual identity. In order to achieve a 
solidified personality, certain factors seem to be important. One is that 
there is no loss of an identity figure at a crucial stage of life, such as in 
the early teens. This loss may occur through death or through sudden 
disillusionment in a person who was formerly respected and admired. 
Another inhibiting factor is an overly intrusive parent, one who is con- 
stantly prodding, questioning, probing, in this way preventing their 
children from accomplishing anything on their own and by themselves. 
Also, an overly dependent parent, one who cannot be independent 
either of his wife or of his own parents, tends to have a weakening 
influence on the formation of identity in his child. 

When a number of these factors are present, two things may happen 
instead of the formation of a solid identity. One is “role diffusion,” and 
the other “negative identity.” In the first, the person finds himself torn 
between a number of possible roles in life and unable to settle on any 
one for more than a short time. 


One patient, who was a senior, had been brought up in a rather poverty- 
stricken community near Cambridge. His mother was a dominating, over- 
riding kind of person who hovered around him constantly, always concerned 
about how he was eating, what kind of clothes he was wearing, how much 
homework he was doing, whether he was going around with the right kind 
of people, and so forth. His father was a harassed, weak, gentle man, who 
was left out of the picture completely, and finally took to drinking because 
of his loneliness, When this boy came to describe what he was going to do 
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after college, he found himself completely at a loss. He felt tempted by a 
number of different things but never by one enough actually to follow 
through with it. He described the situation as being like trying to tune in on 
a radio, knowing that each program was good, but that if you chose one, 
you would not be able to listen to any of the others. He would spend time 
sitting and thinking about himself, first as a banker, then as a lawyer, then 
as a doctor, then as a research chemist; but each time after about five 
minutes he would throw up his hands in disgust saying that it was all an 
impossible fantasy. 


These symptoms fit into the pattern of what is termed “role diffusion,” 
and the causative influences appear clearly delineated in the family 
constellation described above. 

The second alternative, that of negative identity, is an identification 
on the part of the child with everything that his parents least want him 
to be. This does not spring simply from rebellion against parental 
standards but rather seems to come often as a result of feelings of in- 
feriority which are unconsciously instilled in the child by parents who 
are constantly warning him against being a certain kind of person. 
Thus a mother with a brother who is an alcoholic may talk to her child 
of her concern about this brother and how little she wants her son to 
be like him. This results in a feeling on the part of the child that the 
uncle who is an alcoholic is getting more attention because of his 
alcoholism than the child is getting for being just what the family 
does want. Also, if too-high standards are set, a child may feel that it 
is impossible to achieve what the parents expect, and rather than be 
just half-way good it may be more satisfying to be all bad. One 
receives more attention from parents if one is at the bottom of the 
class than in the middle. If one cannot get kudos for being the class 
leader, better be dunce than settle for the anonymity and the silent 
disapproval involved in barely passing. 

When one begins to categorize the actual problems which students 
come to a psychiatrist for help in handling, the most frequent one of 
all turns out to be difficulty with studying. This runs all the way from a 
mild degree of procrastination to what we have come to term a true 
“study block,” involving a complete paralysis of the mind—a total 
inability to do assigned work. The student who comes to us may not 
immediately recognize that this is where his basic problem lies; often 
it is the depression, or the tension and anxiety surrounding the inability 
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to study, which is the primary concern of the student, but very shortly 
after beginning to talk it becomes clear to him what the source of his 
difficulty really is. What in turn lies behind the work paralysis varies 
a good deal from student to student. However, as therapy progresses, 
and some of the underlying causes come to light, it seems possible to 
classify them in six main categories. 

The simplest of these is preoccupation with other problems. A rela- 
tionship with a loved one, the death of a member of the family, or 
financial difficulties may be occupying a lot of the student’s thinking 
and be such a strong source of worry that it intrudes itself constantly 
into his mind when he tries to pick up a book or sit down to write a 
paper. Of course the treatment for this sort of thing consists of helping 
the student to ventilate the amount of concern he feels about this 
problem within the therapeutic situation and to effect some kind of 
resolution of this conflict if possible. 

Another source of difficulty, which lies more below the surface than 
this first and is not quite so easily perceived, is a feeling, either con- 
scious or unconscious, on the part of the student that he is working in 
a void—that no one around him cares whether he does well or badly. 
His parents may be a long way off physically, or it may be simply that 
parents and other people who are important to the student are psycho- 
logically remote and distant—cold and undemonstrative people, who 
do not give the student any feeling that his work is appreciated. If 
there is no reward for studying well, then often it becomes such a dry 
and sterile task that it is impossible to focus one’s mind on the subject 
matter. 


A rather dramatic example of this occurred a few years ago. A sophomore 
at college who had always done good work and never been a procrastinator 
came to the clinic one day in an acute panic, saying that he was exceedingly 
frightened. He had an overwhelming fear of impending disaster but could 
not pin it on any specific thing. He was restless, nervous, unable to sit in a 
chair to do his work. He was seen daily, in order to reassure him, and to 
keep him from doing something desperate. 

In the course of his treatment, it was learned that his parents had been 
living in California and were moving to Florida. They were going to take 
a trip of eight weeks throughout the West and Midwest in the process so 
that they could see as much of the country as they could. During this time 
they were incommunicado, as they had no definite itinerary ; because of this 
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the boy could not write to them nor telephone them, and for eight weeks 
he was going to be cut off from them. He felt lost and lonely, but it was only 
after several interviews that he was able to see this himself and to admit it 
to his psychiatrist. As the days went by, he became progressively more upset, 
and because of our concern about him, we had his parents found by the 
state police, and they telephoned him. Immediately after speaking with 
them, he began to feel better and could settle down to do a little studying; 
they changed their plans and came immediately to Cambridge. As soon as 
they arrived, the boy became calm again and has been perfectly well since. 


This is a more dramatic case than we usually see, but it illustrates the 
great importance of support and communication in keeping many 
people stable and able to work efficiently and productively. 

Another cause for “study block” is what we term “the need to fail.” 
This is a more complicated mechanism and is related to the exploita- 
tion of children by their parents. When very high goals are set for 
children, they often are made to feel that, no matter what they do, it is 
not quite enough. The reward for achievement is like the carrot that is 
held in front of the nose of the donkey to keep it going but can never 
be reached and enjoyed. Many students are repeatedly having the 
standard of success set higher. Each time they do well, the goal is 
pushed up a notch or two, and they never can achieve complete ap- 
proval, no matter how well they do. However, when they do very 
badly, a great deal of fuss is made, and even though it is negative in 
nature, it still is flattering and pleasurable. 


A freshman who was in academic trouble was referred to me by his ad- 
viser. His father was a writer for a well-known magazine, and his mother 
was an executive secretary for a publisher in New York. They had their 
boy’s life all planned for him in the field of writing, but also, since he was a 
good mathematician, they had several other careers lined up for him as 
alternatives which were almost as satisfactory. He told me that anything 
which he did was hailed by his parents as being evidence that he was doing 
just what they had always expected that he would do and that there was 
nothing which he could do and feel was his alone. Everything had been 
pre-empted from him by his parents and immediately became part of 
what they had planned for him. The only thing which he could do and 
feel was his own private performance was to fail miserably, and this he 
succeeded in doing despite all my efforts. 

He was an unusual boy, in that he gathered around him a coterie of 
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people who were interested in him because he seemed to be so brilliant 
and to have such great promise. He would encourage each of them to 
think that this person alone understood him and could help him out of his 
despondent, paralyzed state; but the more they did, the less he did. He 
had learned how to bring attention to himself by disappointing people 
rather than pleasing them. 


Another unconscious mechanism which operates to keep students 
from doing well despite the fact that they want, and think they are 
trying their best, to succeed is the rebellion against authority referred 
to earlier in the discussion of the struggle of independence as opposed 
to dependence. For many, there is an unconscious desire to rebel 
against parents by flunking out of school and thus bringing disgrace to 
the family name. Of course, this is irrational and therefore cannot be 
accepted into consciousness. Clearly it is not sensible to rebel in a way 
that hurts oneself more than the person in the position of authority. 
Nonetheless, in therapy with students caught in this strange paradox, 
where, despite wanting to do good work, they cannot force themselves 
to, we find strong hostility against a parent. 


A boy came to the psychiatric service at a small college complaining of 
a sudden inability to do assigned work—a problem he had never been 
troubled with in high school. He had been brought up in the Middle 
West in a very strict religious home. His father insisted that there be no 
smoking, drinking, or card-playing in the household. He was a man who 
felt that any kind of fun was wicked. He believed in hard work, both 
physical and mental, and insisted that his son live up to the kind of 
standards which he set for himself. The boy, a freshman, thrown into the 
comparative gaiety and relaxed living of a college environment, was at a 
loss to know what to do. When he first came to see me, he talked with 
high praise about his father and his father’s ideals, describing him as “the 
most perfect father a boy could have.” As he came back for further 
interviews, however, he gradually became aware of feelings which he had 
previously kept locked up in his unconscious, feelings of antagonism and 
resentment against his father for insisting that he continue to live accord- 
ing to these fixed standards, even though he was away at a college where 
no one else had ever heard of such self-denial, much less practiced it. He 
spoke with considerable anger about his father, and as he was able to get 
this off his chest, he began studying much more efficiently and to get 
passing grades. He never spoke angrily to his father, but only to me in 
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describing his father. This was enough, however, to free up his powers of 
concentration and prevent him from working off his antagonism against 
his father by doing badly at college. 


Another problem in the unconscious which often works as a deterrent 
to study is a feeling of basic inferiority, which leads to a fear of actually 
trying hard to do well, because of the need to have an excuse for 
failure. It is often necessary to think to oneself and to have it obvious 
to others that one did not get good grades because one had not studied 
hard enough rather than to fail despite having tried as hard as one 
could. These basic feelings of inferiority can remain buried in the 
unconscious and work effectively to sabotage good performance even 
though there is external evidence of excellent intellectual endowment. 
Many boys who have high intelligence quotients and have been told so 
are still haunted by deep feelings of inferiority. These are often based 
on parental attitudes which may have been appropriate during child- 
hood but not at the present. Children who were unreasonably punished 
or who were constantly compared unfavorably with brothers and sisters 
often grow up with a feeling that they are basically different from other 
people and that they are doomed always to come out close to the 
bottom of the heap. This feeling may be uncenscious but nevertheless 
operates to prevent a student from making a total effort and presenting 
himself prepared to the best of his ability to be judged at an examina- 
tion or a test. He is basically too afraid that he will show up badly 
and needs the excuse that he did not try. 

The last category may be termed “fear of aggression.” It has been 
found that often the first area to be affected in an illness involving 
guilt and fear concerning aggressive impulses may be in the area of 
studying. People who have feelings of resentment and antagonism 
against individuals or the world at large often develop an unconscious 
fear of what they will do to other people if these resentful and antag- 
onistic impulses get loose. This leads to a feeling that one must repress 
emotion and lead an isolated and withdrawn life. Often this choice of 
a way of life is not conscious, and all that is obvious is shyness and a 
passive outlook. People like this often cannot force themselves to study. 
They seem to have equated studying with being aggressive and have a 
fear that, if they commit themselves emotionally to a job of studying, 
they may be overwhelmed by the power of their own aggressiveness— 
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that opening the dam a little will result in the release of uncontrollable 
forces. 


A junior was sent to me by his tutor. He came from a family where 
there was considerable lack of control. His mother was an alcoholic. His 
father, a man who lost his temper violently and frequently, was con- 
stantly at odds with the world and expressed his resentment against people 
at work, the government, his family, his wife, and his children, in angry 
terms much of the time. Because of this, the patient spent most of his 
childhood frightened to express himself in any way for fear that it would 
bring an explosion from his father. He remembers sitting at the table with 
his fists clenched and his eyes closed tightly, holding in his feelings while 
his father and mother were fighting. He did fairly well at college, until 
one day he became intoxicated at a cocktail party following a football 
game, and while in this state of intoxication was trying to fix a radiator 
with a screwdriver. Another boy came up behind him to give him some 
advice. The patient suddenly became furious and whirled around in such 
a way that his screwdriver pierced the boy’s chest. The other boy was 
seriously ill, but recovered. My patient had to withdraw from college for 
a year because of this incident. When he returned, he began having 
difficulty doing his studying. As we worked in treatment, it became clear 
that he had always been afraid of exhibiting just the kind of powerful 
and uncontrollable anger which did show itself at the time of the screw- 
driver incident. Before that, his controls had always been good enough 
to keep him from exploding, but after this episode he had had to exert 
tighter and tighter control, and this had spread into the field of study. He 
had repressed himself so completely that he could not even throw himself 
into his work for fear that enthusiasm in this area would spread over into 
an expression of aggression in other ways. 


Students affected in this way must learn to make friends with their 
aggressive impulses and discover that they are not as uncontrollable as 
they fear them to be. In this way they can learn to invest some of this 
repressed energy in constructive studying. 

Finally, there is the problem of sexual orientation—the development 
of the capacity to give and receive love in a gratifying mutual rela- 
tionship. In most adolescents the achievement of this requires 
resolution of some inner conflict between homosexual and heterosexual 
impulses. 

No clear-cut conclusions have been reached about the origin or the 
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causes of homosexuality. Most psychiatrists and psychoanalysts today 
feel that a combination of constitutional and environmental factors are 
involved. It seems to be fairly well accepted that everyone has some 
degree of homosexuality in his make-up and that there is a variation in 
amount from one person to another. This varies from the rare homo- 
sexual dream or a homosexual yearning all the way to the living of a 
homosexual life with the heterosexual desire nonexistent. Although it 
is felt that some people are born with more homosexual instincts than 
others, it is also believed that certain factors in the growth and develop- 
ment of an individual are responsible for the re-enforcing or the 
repression of these instincts. Certainly the encouragement of a child to 
behave as though it had been born the opposite sex will have an effect 
on the sexual orientation of this child when it becomes older. 

This is not the only environmental factor which is important, how- 
ever. Ability to identify with the parent of the same sex is extremely 
important. If there is something about this parent which makes such 
identification difficult, then the child will tend to identify more with 
the parent of the opposite sex. Also, if there is a remoteness in the 
relationship between a child and its parent of the same sex, there may 
develop a need for a closer relationship with people of that sex. If a 
father and son do not have sufficient closeness in their relationship 
with each other and, on the contrary, there is misunderstanding and 
coldness, then a boy may grow up still needing this kind of intimacy 
and look for it in relationships with other men. Since he never can 
create the ideal father-son relationship as an adult, he will be 
constantly disappointed. Attempts to deepen and intensify these rela- 
tionships often lead to sexual involvement. Sometimes, on the other 
hand, the parent of the opposite sex plays a part in predetermining 
sexual orientation. A boy may be extremely frightened by his mother, 
particularly if she is a strong, aggressive, dominating, overpowering 
person, who runs the household and is quick-tempered and punitive. 
She serves as a prototype for the female sex in the child’s early develop- 
ment, and if a boy is frightened in this way by his own mother, he may 
well steer clear of women in later life and seek closer associations with 
men, who seem to him to be safer. 

Adolescence is a time when there is confusion about sex, probably 
because the first strong sexual impulses are felt at this time and seem to 
some degree frightening and mysterious. At any rate, homosexual feel- 
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PROBLEMS OF ADOLESCENCE 


ings and homosexual behavior are much more common at this age. 
Many people feel and do things at this time which are never reptated 
during their adult life. During college years many students pass through 
a critical period of choice. How much of this is voluntary and how 
much is predetermined by constitution and upbringing is hard to say. 
Each year I see several boys who have been frightened by a homo- 
sexual dream or a transient homosexual yearning toward another boy. 
They interpret this as an indication that they are truly homosexual 
themselves and fear that at any moment they may be overpowered by 
the force of these latent impulses. Actually they are experiencing what 
almost everyone has felt at some time in his life, and these sensations 
simply represent a confirmation of the fact that there is homosexuality 
in everyone. Occasionally this homosexuality shows itself dramatically 
in a dream or fantasy untempered by the heterosexual impulses which 
are also present. These transient homosexual feelings are among the 
commonest presenting complaints in the sexual area. They often occur 
at a time when a student has been sexually frustrated in his experiences 
with women or has been rejected by a girl. 

Another concern commonly expressed is anxiety over a “crush” on 
someone of the same sex. This seems to serve as an outlet for relatively 
strong adolescent homosexual yearnings and also to be a way of finding 
closeness and understanding during periods of uncertainty and turmoil. 
Some deep “crushes” occur at college age, but this tendency disappears 
with the coming of maturity. 

There are students whose homosexual orientation is so strong that 
apparently a healthy heterosexual life can never be achieved. 


A divinity student came to see me, stating that he was worried about 
himself because he would rather take boy scouts on a camping trip than 
go out on a date with a girl. He was disappointed in himself because of 
this, but as we talked further, it became clear that he really had no sexual 
desire for girls, and had never had. He came to see that while he had no 
sexual interest in the work he was doing with boys, still it was somehow 
satisfying to him, and as long as he could do it he had no sexual feelings 
toward other men. 


By associating with members of the male sex in a helpful and altruistic 
manner this student was gaining gratification through companionship 
rather than sexual relationships. His worrying about it was not true 
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anxiety but was simply an intellectual curiosity. He needed help in 
reconciling himself to the fact that, although he probably would not 
ever have a fully satisfying heterosexual life, he had found a resolution 
of his problem through his work, which was socially well accepted and 
should not cause him to feel ashamed. 

There are a small percentage of homosexually inclined people who 
take up the homosexual way of life. Often they go through quite a 
struggle before making this decision. 


A senior who was going through this sort of wrestling match with him- 
self came to me for advice. He was a somewhat effeminate-appearing 
young man and probably constitutionally had more homosexuality than 
the average person. However, his upbringing had been extremely trau- 
matic. His father and mother were divorced when he was three. He lived 
with his grandparents two or three houses down the road from where his 
mother and her new husband were living. His grandfather was an 
alcoholic and was brutal and cruel to his grandmother, She, under- 
standably, was a fragile and neurotic woman who cried a great deal and 
leaned upon this boy. Later on, his mother had a child by her new hus- 
band. The patient admired his stepfather for his manliness and his 
geniality, but unfortunately the stepfather died when the patient was 
fourteen, following which his mother became upset and disappeared for 
several years. 


One can see that many of the factors mentioned earlier as ones which 
reinforce homosexuality are present here: a cruel, rejecting, grand- 
father with whom no degree of intimacy could be established, a step- 
father who might have been a companion but who died at a critical 
time, and a mother who was both rejecting and unstable. This boy had 
tried futilely to have sexual experiences with girls and to fall in love 
with them, but these had brought him only frustration and unhappi- 
ness. He realized that he was attracted toward men, and his attempts 
to put this out of his mind had made him increasingly tense and 
anxious to the point of desperation. Therapy brought him a better 
understanding of what homosexuality was and the alternatives which 
lay ahead of him. He made a conscious decision to follow his impulses 
toward homosexuality and to experiment with that life, feeling for the 
first time that he might do so without permanently and irrevocably 
committing himself to that course. 

These are some of the types and degrees of homosexuality which are 
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PROBLEMS OF ADOLESCENCE 


commonly seen in students. Exactly what predetermines them is hard 
to tell. Exactly how each student will make his permanent adjustment 
is hard to prophesy, but in the long run it is safe to say that concern 
about homosexuality, like identity and the struggle for independence, is 
another one of the hurdles which must be taken by most adolescents 
before achieving the emotional maturity of adulthood. 


SUMMARY 


Because there is so close a resemblance between what might be 
termed normal adolescent behavior and emotionally disturbed, truly 
symptomatic behavior, it is important for physicians and parents to 
have as clear a picture as possible of what adolescence is like. I have 
tried to sketch in the part of this picture which I see while working as 
a psychiatrist with college students, some of whom are troubled by the 
normal adjustment problems faced by most older boys on the brink of 
manhood. Others have experienced severe pathological reactions to 
the stresses accompanying the achievement of maturity, and these have 
purposely not been included. 

The physician and the psychiatrist at times working independently 
and at other times in direct conjunction with one another can help 
children and parents through this transitional period with a minimum 
of turmoil if they themselves can offer help based on an understanding 
of the kinds of conflicts, conscious and unconscious, which seem to be 
present at this time. Relationships with parents, identity problems, 
school and college productivity, and sexual orientation seem to me to 
be the principal areas within which these conflicts rage. 
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Health Service Responsibilities 
for Sanitation and Safety 
of Food Service’ 


WILLIAM W. JOY, UNIVERSITY OF MICHIGAN 


INADEQUATE sanitation and safety conditions in the food service 
of a university or college become problems in a scientific sense only 
when recognized. Sometimes this process of definition can be initiated 
when something is sufficiently amiss to cause trouble, but even in this 
situation awareness is often casual. Recognition and awareness are 
functions of professional training. This is why periodic surveys and in- 
spections of food facilities by competent personnel are basic to progres- 
sive operation. 

In a 1953 survey conducted by the American College Health Associ- 
ation, 22 of 116 college presidents indicated housing and food service 
were administrative problems.* The same survey stated that emotional 
problems of students concerned ten times as many administrators as 
those who reported accidents as a problem. Other surveys suggest the 
conclusion that numerically as many students are treated for accidental 
injuries as visit the health service for help with emotional problems. 
But from an administrative point of view, as you all know, it is much 
easier to cope with a safety hazard than with an emotional problem. 
It is no wonder that emotional problems are of far more concern to the 
administrator than safety. This is but one instance of how a problem 
is isolated for professional action. 


* Presented at the Thirty-sixth Annual Meeting of the American College Health 
Association, Los Angeles, March 29, 1958. 

1 Fourth National Conference on Health in Colleges, The College and Student 
Health (New York: National Tuberculosis Association, 1955), pp. 79-80. 
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FOOD SERVICE 


The wide variety of problems encountered in a university food serv- 
ice operation would not generally attract the attention of the chief 
executive of the institution unless, as occasionally is the case, the resist- 
ance of the students to the quality of food being served dramatizes the 
situation. 

Food handlers, food sources, storage, processing, and service are 
some selected aspects of a university food service operation which 
should be of vital concern to a university health service. In addition, 
the quality of food being offered for sale in off-campus restaurants, the 
storage of food in students’ rooms and impromptu snack and coffee 
bars cannot be overlooked. The health service should also be concerned 
with the quality of food under university operation at residence halls, 
clubs, hospital, sports events and extracurricular exhibitions. Training 
courses for food handlers are excellent avenues to the solution of sani- 
tation and safety problems. Immediate service and consultation in sit- 
uations demanding emergency sanitation measures, such as the block- 
ing of sewers and the malfunctioning of refrigeration equipment, 
suggests another way. These occasions occur more frequently than 
might be imagined. Consultation in processing problems, review of 
plans for new installations, as well as inspection of facilities and investi- 
gation of food-borne disease outbreaks are other areas of service. 

It is interesting to note that approximately one-half of the colleges 
and universities throughout the United States assume responsibility for 
the supervision of the sanitation and safety of campus food service 
operations, At many of the institutions, however, the supervision is 
delegated to local and state authorities. The size of the surrounding 
community, the control of the institution, whether private or public, 
the level of training, the curriculum, and the size and kind of enroll- 
ment do not appear to condition the assumption of this responsibility. 
This is a matter that would require a complete paper in itself and per- 
haps should be considered in a future or further investigation. 

The American College Health Association has publicized the thesis 
that an institution must do more than give lip service to public health 
measures. It must contribute to public health knowledge through ex- 
perimentation and research. Those in charge of campus public health 
should be fully responsible for all conditions that insure the sanitary 
storage, preparation, and handling of food as well as for the mainte- 
nance and aesthetic attractiveness of the physical environment of the 
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food service areas. This statement emphasizes our legitimate interest 
in food service sanitation and safety problems. It also suggests for us 
that this thesis is relative to the larger community. 

Recently, while attending a conference in a cafeteria of one of the 
large corporations in Michigan, it was a pleasure to listen to the per- 
sonnel director set forth the reasons for the establishment of the excel- 
lent cafeteria facilities evident in this plant. These same reasons apply 
to the college and university and, in some respects, receive added 
emphasis from the unique position the university occupies in the 
community. The basic concept of a safe and sanitary food service 
embodies the principle of the dignity of the human being. Adequate 
sanitary facilities should be available to all personnel. This must include 
the people who bring their own lunch, those who desire to supplement 
their lunch, those who desire an economical lunch, and those who 
desire a full-course meal. And, whether we agree with it or not, ade- 
quate coffee-break facilities are essential. 

Walter Mangold has stated that a “clean house has its effect on 
later years.”” The National Sanitation Foundation has developed a 
set of five principles, one of which, entitled ‘““New Horizons,” reads: 
“There are new horizons today in environmental health. The clean 
man, in the clean home, in the clean neighborhood . . . promotes 
health, security, pride and happiness—for himself, his family and the 
entire community. Cleanliness and sanitation of the total environment 
are measurements of American culture.’”? 

Certainly if we accept the fact that a clean environment is closely 
related to our culture, those of us who are educators must recognize 
the opportunity to contribute to our culture by providing a clean en- 
vironment for students and staff. 

Oftentimes all of us have a tendency to avoid involvement in the 
obligation to solve a problem by hiding behind the defense that it is 
not our field and hence not of concern to us. If we expect to receive 
the co-operation of others in the solution of our problems, we must 
assume responsibility for assisting them in the solution of theirs. It 
frequently is difficult to draw a definite line at the point where a prob- 
lem ceases to be a sanitation problem and becomes an administrative 
one. The best that we can hope to do is to evaluate the situation objec- 


2 An Environmental Approach to Health (Ann Arbor, Mich.: National Sanita- 
tion Foundation, 1954). 
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FOOD SERVICE 
rest tively and to explore the sanitary aspects of the situation so as to reduce 
r us the administrative implications. By the same token the converse might 
be stated to be true. 
the The benefits of a progressive sanitation and safety program will be 
per evident in improved student and staff morale. In the climate of an 
cel- educational institution this observation is singularly appropriate. It has 
ply been found that the person who enjoys the benefits of an adequate 
ded environment is the better for it. Corporations have learned that the 
the satisfaction of the employee with his job is related to a large extent to 
ice | the quality of the food service and the facilities, particularly in view of 
ate | the fact that the food service is one of the few things all the employees 
ide have in common; thus, it is also the central target for their complaints 
ent and grievances. What may be a minor sanitation problem can explode 
ho into a major labor relations problem. 
le- The reputation of an institution is often based upon the comments 
of personnel and students to their families and friends. A typical 
on | example is the person newly released from the hospital who after 


a) having been exposed to all of the marvels of modern medicine has as 
s; |  acomment relative to his stay in the hospital, “I didn’t have a good 


an cup of coffee all the time I was in that place.” 

es There is no need at this time to devote a large portion of our dis- 
1 cussion to the standards for food, food service, equipment, and han- 
at dling practices. There are varieties of suitable standards and materials 


available, none of which are of any value unless adopted and made a 
y } part of an advancing university sanitation and safety program. 
A few problems are somewhat peculiar to a university food service. 
- | These are worthy of discussion. By way of example, it is estimated by 
the United States Department of Agriculture that 58 per cent of the 
| schools offering a luncheon program display food improperly. This 
situation is due primarily to the fact that the administrators have not 
been sold on the idea that a cafeteria line can be adequately protected 
and still serve food rapidly. In an effort to eliminate the milk pump and 
other insanitary milk handling devices, the milk dispenser has been 
utilized. Offhand the dispenser appears to be an ideal answer to the 
problem. Actual practice indicates the need for careful supervision of 
the dispensing of milk from such devices. Milk may be exposed to con- 
tamination for long periods of time due to the thoughtlessness or lack 
of knowledge by employees. 
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From the sanitation and safety standpoint, the development of coffee 
stands at various locations in campus buildings is undesirable, but from 
the viewpoint of the administrator it is more economical to allow 
employees to consume coffee either at their desks or in the immediate 
vicinity. Recognizing this fact, it may be necessary to compromise with 
some time-honored standards yet still try to adhere to a sound sanita- 
tion program. Co-operation with the administrator may result in the 
installation of approved vending machines, reduction in the variety 
of food items permitted, and elimination of the old time barber-shop 
atmosphere where each person had his own coffee mug or cup with his 
name engraved on it. 

There is a tendency in some instances to purchase noncommercial- 
type equipment for university use. The important item to emphasize 
is the fact that appropriate equipment is necessary. An outstanding 
example of the ill-advised selection of equipment is one which I have 
observed on our campus where we have a large floor-mounted type of 
food mixer. It was installed for use in mixing the food consumed by 
people restricted to special diets. Three or four cups of food in the 
mixing bowl of this machine are sufficient only to dampen the beater 
and the bulk of the mixture is lost. The result is that the cost of the 
expensive equipment is wasted, and the special diet foods are mixed 
by hand. 

The student who is employed on a part-time basis is the source of 
several unique sanitation and safety problems. Due to the real or 
imagined pressure on his time, he is always in a hurry. China breakage 
becomes a major economic and safety problem. This can best be real- 
ized when one observes the tremendous quantity of china required each 
semester to restock a residence hall. Rough handling of serving trays 
and silverware is another indication of the problem. Poor dish washing 
and clean-up often result from the haste to get the job done and to get 
away. Training of these students will prove to be of value. A university 
or college has the advantage of a lower turnover in full-time employees 
than that experienced by industry. For this reason, food-handler train- 
ing may be more profitable for us than it is for industry. Our task is 
one of concentrating our repeated educational efforts on the same 
workers so that they may exercise a leadership-type influence upon the 
new full-time personnel and help train part-time employees. 

Good relationships with the local and state health departments are 
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FOOD SERVICE 


essential if a progressive sanitation and safety program is to be pursued. 
There are many kinds of problems which involve the local health de- 
partment. It is usually responsible for the follow-up of conditions dis- 
closed by pre-employment physical examinations and routine x-rays. 
If a member of the family of a food handler employed on campus is 
stricken with a communicable disease, the local health department 
must be depended upon to relay this information to the university 
officials. The analysis of water and milk samples is another function 
which may be performed by the local or state health department. The 
analysis of food samples suspected of being the source of illness is highly 
technical. It is far better to send the samples to the experts at the state 
health department than it is to attempt to conduct your own analysis. 

Each university and college has its own unique administrative 
structure. To develop and operate an effective sanitation and safety 
program requires the environmental health worker to know the duties 
and responsibilities of each group on campus. Otherwise, he may find 
that his efforts are wasted for the lack of sympathetic ears; in fact, his 
efforts may be stalemated. 

Simply to say that sanitation and safety problems in a university 
food service are deserving of solution would be an understatement. The 
prevention of disease, the provision for the benefits of a clean environ- 
ment, the preservation of the dignity of the individual, the support of 
employee morale, the education of the student, and the increase in the 
reputation of the institution, all come close to saying what really lies 
behind the nature of our work. 
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The Psychiatric Social 


Worker’s Kole in a College 
Mental Health Program 


BROTHER PHILIP HARRIS, O.S.F., PH.D., AND PATRICK 
J. TUFANO, M.S.S., ST. FRANCIS COLLEGE 


THERE is an increased awareness today of mental health problems 
and treatment. Educators realize the need for more psychological 
services to meet the more complex personal problems of the modern 
student, but they are handicapped because of the appalling lack of 
treatment facilities both in the school system and in the community. 
Even in a large city like New York, psychiatrists and psychologists are 
overburdened, frequently unavailable during emergencies, and often 
too costly for the average pupil. Furthermore, although treatment is 
effected for the emotionally disturbed students, the larger problem of 
prevention through school services is largely untouched. 

St. Francis is a small, urban, day college for men. The student body 
of eight hundred is drawn from the middle-to-low-income group, and 
the College’s mental hygiene efforts necessarily have been limited. 
Since it was impossible to employ a full-time psychiatric team, the 
Student Personnel Service sought to face realistically the collegian’s 
emotional problems and to supplement the work of the regular counsel- 
ing staff. It desired to alert both faculty and students to the signs of 
psychological difficulties, to point the way to cure, and to encourage 
sound, positive principles of mental hygiene throughout the institution. 
Furthermore, since the College has religious affiliations, there was the 
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THE PSYCHIATRIC SOCIAL WORKER 


added challenge of clarifying the chaplain’s role in such a program and 
evaluating the psychiatric aid available in the community. 

It was our theory, which we were to prove eventually, that a college 
with modest finances and facilities, might utilize a part-time psychiatric 
social worker on its counseling staff. The purpose of this addition to 
the personnel office would be to inaugurate a mental health program in 
the institution and to effect a working relationship with psychiatric 
specialists. Through staff conferences, the personnel counselors could 
then obtain in-service training in the diagnosis and counseling of stu- 
dents with emotional problems, and the social worker could be initiated 
into college guidance practices. 


UTILIZATION OF A PSYCHIATRIC 
SOCIAL WORKER 


The psychiatric social worker seemed the ideal professional person 
to use in a college situation because of his special training and experi- 
ence. A highly qualified alumnus (Francis Santagata, M.S.S.) was 
informed of the plan to integrate a part-time psychiatric social worker 
into the College’s student personnel team and service. He volunteered 
his services for one semester so that the experiment could be tested. 
After four months of successful experience, an application was sub- 
mitted to the Bureau of Mental Health, U.S. Department of Health, 
Education and Welfare, requesting modest financing of the project 
because of the implications of this approach for other educational 
institutions. 

The proposal outlined involved (1) the continued visits of the 
psychiatric social worker to the campus for four hours weekly; (2) 
the study of how many students would voluntarily seek aid for their 
personal maladjustments, how many faculty members would refer 
students with such difficulties, and how many students could be inter- 
ested in further therapy when called for an orientation interview; and 
(3) the contacting of the latter group as a result of the social worker’s 
analysis of the freshmen’s answers on the Mooney Problem Check-list 
(those showing evidences of possible emotional disturbances were given 
an appointment to discuss their test results) . 

The project sought further to discover (4) how effective the aid of 
the psychiatric social worker was to these students; (5) how the 
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guidance counselors and faculty could better utilize the services of 
this specialist in their counseling relationships with students; and (6) 
how the worker could make more adequate referrals of students to 
community agencies or individuals in a position to assist them with 
their problems. The very functioning of this program aimed (7) to 
develop a better appreciation of the mental health problem and the 
prevention of emotional difficulties on the part of both students and 
faculty. 

The purpose of the effort is to serve principally in a diagnostic and 
referral capacity; no attempt is made to treat deep neurosis or char- 
acter problems. A grant of $3,000 per year for three years was 
approved by the government. The scope of services to date in this 
pilot study has been: 

a) evaluation of student’s problem by the psychiatric social worker 

with student counselor or faculty member; 

b) brief psychotherapy when apparently the problem can be re- 
solved satisfactorily within a reasonable period of time; 

c) evaluation, support, and preparation of the student for referral 
to community resources for psychological testing or for psychi- 
atric diagnostic examination; 

d) contacting parents with the student’s permission if the problem 
warrants such disposition and counseling them on the best 
course of action to follow. 

Next semester the psychiatric social worker will experiment with 
group therapy for students who have similar problems. He also will 
give four, voluntary, noncredit lectures on tension, psychosomatic 
aspects of physical and emotional health, psychoanalytical develop- 
ment of the adolescent, and religion and mental health. 


RESULTS OF THE PROJECT 


The first phase of the program went for four months without gov- 
ernment assistance. The psychiatric social worker counseled twenty-one 
students for a total of thirty-five interviews during his half-day visit to 
the College. Thirteen were referred by the counselors, while the 
remainder were self-referrals. Thirteen had emotional problems, while 
eight simply sought career guidance on the field of psychiatric social 
work, Three referrals for serious problems were arranged with the 
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THE PSYCHIATRIC SOCIAL WORKER 


nearby guidance clinics of Catholic Charities, while appointments with 
nearby social service agencies were made for five seeking vocational 


information. 


Table 1. Summary of thirteen cases with serious emotional problems 





Overdependence on mother, crippling personality ......................- 
Father-son misunderstanding or conflict ................... 00. ee eee eeee 
Extreme examination tension ....... ne 
Polio victim seeking to return to college 0 or receive career r guidance Mirena as 
Insecure, nervous, lapses from reality . ee 

Constant tiredness and inability to den, i in a dese DAO ee tere 
Long periods of depression—insecure and unhappy . - 

Poor social adjustment—family history of mental illness ........ 

Financial stress because of unemployed, paralytic father ......... 

Request for psychiatric appointment because of hostility—sex paaiden.. 
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Through psychotherapy or referral, eleven of these students were 
sufficiently aided so that they could continue to make an adequate 
adjustment to college and life; one was discharged for scholastic 
reasons; one dropped out voluntarily. 

The second phase of the project was for five months, ending in 
June 1958. Another alumnus (Patrick Tufano, M.S.S.) was engaged 
as a psychiatric social worker under the terms of the government grant. 
On the basis of a half-day weekly visitation, thirty-eight students were 
counseled for a total of 188 interviews. Eleven of the students were 
referred by the guidance counselors, three by the Dean, fifteen were 
seen as a result of the Mooney Problem Check List analysis, seven were 
self-referrals, and two future students were referred from the College’s 
preparatory school. The self-referrals were mainly seniors, and their 
problems were usually quite serious. 


Table 2. Sources of case referrals for the whole project 





Referred by guidance counselors ..............-... cece cece ee eee scene Of 
Referred by self . . sats TE 
Referred on results a Mooney. Poshdions ‘Check Lin. eT ee 
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STUDENT MEDICINE 


As would be expected in the initial stages of such an experiment, 
the guidance counselors made the greatest use of the social worker’s 
services. Because of their training and experience, they are naturally 
sensitive to adjustment problems of students. It is evident that an 
appreciation of the project’s value must be developed among the 
faculty if they are to screen collegians to the social worker before the 
student becomes seriously disturbed. In practice, the most significant 
and interesting cases came from the Dean. 

Regarding the thirty-eight students seen during the second phase, 
frequent conferences on the problems encountered were held by the 
social worker with the consulting psychiatrist and psychologist as well 
as with the college counselors. Three collegians were referred for 
psychological testing, three for psychiatric evaluation and _psycho- 
therapy, and one to the Catholic Charities’ guidance clinic for 
extensive treatment. Supportative help and mild psychotherapy was 
given to the remainder by the social worker. Three of these students 
will be seen eventually by the consulting psychiatrist (Alfred R. Joyce, 
M.D.). Two received proper referrals for financial assistance. 

Only one student in the study had to be dropped from college 
because of disciplinary reasons; the others are presently functioning in 
an adequate manner to continue their studies. In fact, the case work 
with three students enabled them to graduate. The parents of two 
students were brought in for a conference with the students’ approval. 
Follow-up is planned on all the freshmen students interviewed as they 
progress in college. 


CONCLUSIONS 


The following tentative evaluations and observations are made as a 
result of two years’ experience with this collegiate mental health project: 

1. As soon as mental health services are available to students, they 
begin voluntarily to make intelligent use of them. The fact that 
psychiatric assistance is within reach seems to crystallize some psycho- 
logical problems for the student, who then seeks assistance. Until the 
project was inaugurated, both students and counselors tended to 
ignore the emotional difficulties of students, since community treatment 
facilities were so inadequate and overcrowded. It is interesting to note 
here that in the fall semester of 1958 twice as many students were 
interviewed by the social worker as in the previous six months. 
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THE PSYCHIATRIC SOCIAL WORKER 


Table 3. Summary of thirty-eight cases in phase two 
(primary difficulties stated) 





nN 
* 


Obsessive compulsive tendencies . . 

Latent schizophrenic ...... Te eae 
Depressive with obsessive mechaniaus aides 
Overdependence on mother and emotional ‘emunaeatitg. « 
Gantasion over Vocation and ses role... .... 5.26062 sek See wg oe ose 
I CO NIN so 5 oes Gas oc does naiiwnwn eee NS SW Koy KAN 
Matrenievexanmngtion TensiOM) 05 6.<< 42a ea aoa hk nd Bae eee 
3. gg ok ave a EI WA RH ERR AN A 
Sexual difficulties ......... ee eee 

Poor interpersonal relationships AN Pete tae CHA Pa meer cca CRM ERE 
I I since cae xk AG uu wna day hata ee aeeed dew ee 
Severe financial stress ....... 
Physical and emotional immaturity . Pan 
Father-son misunderstanding and condiiet Bye upete he rey Range otagsacrers dear teateh 
Academic failures and emotional disturbance ............ 
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* Psychiatrist’s preliminary diagnosis 


2. There is a wide range of psychological problems in evidence, al- 
though few are of such intensity that the student cannot function in 
the college setting. Contributing to collegiate tensions are extensive 
outside work to pay for college expenses, concern over military obli- 
gations as interferring with life plans, and marital strains of those 
students who are married and perhaps have children. 

3. Students are frank and open with the social worker, appreciating 
the opportunity to unburden their confusion and the confidentiality 
of the interview. The fact that he is a layman and not a regular faculty 
member has helped in this regard. 

4. Some of the problems have a moral basis, and the students 
would benefit by consultation with the chaplain. However, like many 
adolescents, they sometimes reject spiritual counsel and doubt their 
religious faith. A working relationship between the psychiatric social 
worker and the chaplain has been developed through this project, and 
referrals of students are made between them. The social worker is 
developing new techniques to build up acceptance of the religious 
counselor when students reject such guidance. The chaplain, on the 
other hand, by his psychological studies and participation in staff case 
conferences makes allowance for emotional disabilities in the moral 
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STUDENT MEDICINE 


guidance that he offers. Both the psychiatric social worker and the 
chaplain interview each freshman showing signs of a need for special 
counseling as a result of their analysis of the individual’s performance 
on the Mooney Problem Check List. 

5. The psychiatric social worker has enabled the College’s counsel- 
ing staff to offer more intensive, depth counseling, which has aided the 
disturbed student to gain deeper personal insight into himself. This 
supportative psychotherapy has case supervision of the social worker 
by the consulting psychiatrist and has been assisted by the utilization of 
reports from the clinical psychologist. The social worker also has pro- 
vided meaningful interpretation of student problems to the personnel 
counselors and the administration. 

6. Seniors, by reason of their maturity and need for immediate 
vocational decisions, are more likely to seek voluntarily the assistance 
of the mental health service. 

7. The primary value of the program is prevention of serious emo- 
tional disorder by the early recognition of potential or actual psycho- 
logical problems. The faculty needs training to assist them in detecting 
the emotionally disturbed student and in making an adequate referral. 
Thus the consulting psychiatrist has talked to a faculty meeting, and 
small faculty seminars are planned for the same purpose. 

8. In any school with limited finances and facilities for a mental 
health service, particularly the small college, the assistance of a 
psychiatric social worker, even part-time, can do much to improve 
student guidance and to promote good principles of mental hygiene 
within the institution. 

Because of the mixed class schedules of college students, such a 
program could be more effective if the social worker were avail «ble 
for two or three days a week, Eventually such efforts could lead to the 
establishment of a regular mental health clinic which extends its 
services into the community. 

The success of the present project, which included some referrals 
from among the secondary students of this college’s preparatory school, 
resulted in the appointment of the psychiatric social worker to St. 
Francis Prep in the same part-time capacity. His work there, similar 
to that which is described in this report on the collegiate level, demon- 
strates the valuable role a psychiatric social worker can play in a stu- 
dent personnel service for either the high school or college. 
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Acute Appendicitis and 
Ruptured Graafian Follicle: 
The Differential Diagnosis 


M. J. KUTISKER, M.D., NEW YORK UNIVERSITY 


FAR too many girls of college age with ruptured Graafian follicles 
are operated on, mistakenly, for acute appendicitis. Too often the 
attitude of “‘it is far safer to operate than to overlook an acute appen- 
dix” is taken. An attempt will be made in this paper to show that the 
differential diagnosis between these two conditions can be made more 
often, thus preventing unnecessary operations, since girls with ruptured 
follicles recover without surgery. A composite picture of acute appen- 
dicitis will be presented first, and then it will be shown how the 
syndrome of a ruptured follicle differs from it. 


ACUTE APPENDICITIS 


The first symptom of acute appendicitis is pain. The pain is of two 
types: the initial pain and the final localizing pain. The initial pain is 
located by the patient by placing the palm of her hand across the area 
of the umbilicus (the para-umbilical, or central, pain). It is inter- 
mittent, cramplike, and described as a severe “belly ache.” In a few 
hours the final localizing pain appears. It is located in the right lower 
quadrant and is sharp and stabbing in nature. It is safe to regard the 
diagnosis of appendicitis as somewhat doubtful whenever there is no 
clear-cut history of an initial central pain followed in a few hours by 
the localized right-sided pain. 
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STUDENT MEDICINE 


The initial pain is followed by nausea and vomiting. The patient 
vomits once or twice and then, usually, stops vomiting. This sequence 
of vomiting following the pain is of the greatest importance, for if the 
vomiting precedes the pain, the diagnosis of appendicitis is question- 
able. The temperature varies between 99° F. and 101° F.; the absence 
of temperature does not rule out appendicitis. 

On examination it is noted that the breathing is costal. There is 
rigidity of the right rectus muscle. The most important single sign is 
localized tenderness. This tenderness is at McBurney’s point, a point 
situated on the omphalospinous line at the junction of its outer one- 
third and the inner two-thirds. See Figure I. In more than 70 per cent 
of the cases there is an associated skin hyperalgesia which is located 
maximally at this same point; this useful sign is too often forgotten. 
There may be rebound tenderness indicative of irritation of the peri- 
toneum. 

Leucocytosis is present almost invariably and is an important finding. 
The total white count may vary from 8,000 to 16,000 and, depending 
on the severity of the infection, the differential count may show from 
72 per cent to 96 per cent polymorphonuclear cells with a shift to the 
left. 


RUPTURED GRAAFIAN FOLLICLE 


Here are ways in which the picture of a ruptured Graafian follicle 
differs from the description above of acute appendicitis. 
1. Relation to the menstrual period: The pain is a mid-menstrual 
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Figure 1. Diagram locating McBurney’s and Ligat’s points. 
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APPENDICITIS AND RUPTURED FOLLICLE 


pain (Mittelschmerz), since it is associated with ovulation. Appendici- 
tis bears no chronological relationship to the menstrual period. 

2. The pain is located from its onset in the right iliac fossa just above 
the inguinal ligament and is initiated by a “sense of faintness.” There 
is no preceding central pain. Of course, it must be remembered that 
ruptured Graafian follicle pain can also be in the left iliac fossa, but 
this is unlikely to be confused with acute appendicitis. 

3, The tenderness and the hyperalgesia are located, maximally, over 
a point first described by Ligat. This point is located on a line drawn 
from the mid-point of the inguinal ligament to the umbilicus at the 
junction of the lower one-fourth and upper three-fourths. See Figure 
I. There may be some spasticity or rigidity of the right rectus muscle. 

4, There is usually no rise in temperature. 

5. The white count may be elevated, due to the presence of free 
blood in the peritoneal cavity, but there usually is no alteration in the 
differential count. 


SUMMARY 


The key features, timing of pain (Mittelschmerz), the absence of 
initial central pain and its location from the first over Ligat’s point, the 
sense of faintness, and the tenderness and hyperalgesia over Ligat’s 
point, which may be helpful in enabling one to distinguish a ruptured 
Graafian follicle from acute appendicitis in the college girl have been 
presented. This is of importance since the girl with the ruptured 
follicle does not need surgery. 














Case Keport: Cardiospasm 


and Pulmonary Disease 


DELBERT M. BUCHMAN, M.D., 
WISCONSIN STATE COLLEGE 


THIS report concerns a seventeen-year-old girl who came to the Stu- 
dent Health Service at Wisconsin State College, LaCrosse, Wisconsin, 
at the opening of the fall term in 1955. She asked to be excused from 
physical education classes because of being convalescent from pneu- 
monia. In February 1957 I saw her again because of difficulty in 
swallowing during the past year. Questioning revealed that dysphagia 
of variable degree had been present for at least four years. Her family 
doctor had told her this was due to “nerves.” Her symptoms were poor 
appetite, failure to gain weight, and a heavy feeling described as a 
“lump” in her chest with deglutition. She also mentioned fatigue and 
repeated attacks of cough, fever, and labored breathing. 

Physical examination revealed the pertinent findings of a tall, thin 
(68 inches, 97 pounds) girl, who appeared pale and chronically ill. 
She had a moderate kyphosis and mild scoliosis of the dorsal spine. The 
heart, lungs, and abdominal viscera were normal. A barium swallow 
esophagram revealed “marked dilatation of the esophagus throughout 
its entire length with a conical constriction at the cardium. The 
esophagus apparently contains many food particles producing an 
uneven density throughout. Dilation is most marked in its proximal 
one-third, Impression: Cardiospasm.” 

In March 1957 she developed another of her recurrent episodes of 
cough, fever, and dyspnea. Her respirations appeared labored during 
this time and generalized wheezing was present. Chest x-ray was in- 
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CASE REPORT 


terpreted as showing bilateral generalized emphysema. She improved 
with antibiotics and subsequently had a series of five esophageal 
dilatations performed utilizing the technique of swallowing a string 
and passing successively larger mercury filled bougies. Following this 
she reported symptomatic improvement and began to gain weight. 
From this time (March 1957) until January 1958 she felt well until 
recurrent cough and fever ensued and she was again hospitalized. A 
repeat esophagram revealed no improvement; the esophagus was 
markedly dilated “with a hairline aperture into the stomach and a 
minimal amount of barium entering the stomach.” 

At this point it was felt the management of the case had been un- 
satisfactory, and she was referred to a well-known clinic. A report from 
this clinic stated that 


esophagoscopy was done and showed marked dilation. The esopha- 
gus was partially filled with food debris, Mild esophagitis was present in 
the lower third but no ulceration was visible. The instrument entered the 
stomach without difficulty. Following this procedure the cardia was 
dilated to a size 46 French sound over a previously swallowed silk thread 
and two days later the esophagus was dilated with the hydrostatic dilator 
under a pressure of 14 feet of water. Immediately following this the 
patient was able to swallow perfectly normally. The possible need for 
further dilatations or even surgery was discussed with the patient. Because 
of the peculiar history of respiratory difficulty we also examined her 
bronchoscopically. The trachea and bronchi appeared to be entirely 
normal and showed no evidence of tracheobronchial compression; nor 
was there any evidence of tracheobronchial disease. 


I saw her again in December 1958, at which time she felt well, had 
no difficulty swallowing, ate all foods, and had gained much-needed 
twenty pounds. Significantly she has had no further respiratory infec- 
tions. 

An extensive laboratory investigation was done on this patient; the 
pertinent studies included blood count, urinalysis, sputum examina- 
tions, and vital capacity estimation. All were negative or normal. 


DISCUSSION 


My reason for reporting this case is that I feel it offers several 
teaching points. The prominence of pulmonary symptoms masked an 
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underlying cardiospasm. Symptoms suggesting cardiospasm were 
minimized and written off as being of psychogenic origin. The recog- 
nition that cardiospasm is causally associated with pulmonary disease 
is worth emphasis and has been mentioned sporadically in the litera- 
ture.” Regurgitation from the food-filled, dilated esophagus, especially 
nocturnal, with aspiration into the airway is the causative mechanism. 
Adequate treatment of the cardiospasm usually causes regression of 
pulmonary disease, and this appears to be the case to date in our 
patient. Previous diagnoses included pneumonitis, pneumonia, tracheo- 
bronchitis, asthma, and emphysema; all have been described as occur- 
ring secondary to cardiospasm. It is felt this patient did not have 
asthma or permanent emphysema. Instead she had episodes of 
bronchospasm triggered off by infection, which simulated asthma and 
produced temporary emphysema. Another point worth making is the 
proper management of severe cardiospasm. It became apparent over 
a period of time that the simple method of dilatation with mercury 
filled bougies was ineffective. Palmer made this point emphatically, 
that forceful dilatation is required by any one of several techniques. 
His Case 1, “refractory” cardiospasm, obtained relief by passage of a 
Sippy bag and dilatation for three minutes at 300 mg. of mercury 
pressure.” Schindler makes the same point, his method utilizing a 
Starck metal dilator.* Our patient obtained relief by use of a hydro- 
static dilator using a pressure of fourteen feet of water. 


SUMMARY 


This is a report on a young college student with severe cardiospasm 
and repeated bronchopulmonary infections. Analysis of her case leads 
to several conclusions. 

1. Adequate management of severe cardiospasm appears to be 


1A. S. Breakey, C. T. Dotter, and I. Steinberg, Pulmonary Complications of 
Cardiospasm, New England J. Med., 245: 441-447, 1951; H. Andersen, C. Hol- 
man, and A. Olsen, Pulmonary Complications of Cardiospasm, J.A.M.A., 151: 608- 
612, 1953. 

2W. L. Palmer, Diagnosis and Management of Esophageal Disease, Case 1, 
“Refractory” Cardiospasm, presented at a seminar in Internal Medicine, A Course 
given by the Department of Medicine of the University of Chicago for the Ameri- 
can College of Physicians, May 13, 1957. 

3R. Schindler, Observations on Cardiospasm and Its Treatment by Brusque 
Dilation, Ann. Int. Med. 45: 207-215, 1956. 
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CASE REPORT 


forceful or brusque dilatation of the esophagus. The introduction of 
weighted bougies is not sufficient. (Evaluation of surgical methods is 
not within the scope of this paper. ) 

9, The causative role of cardiospasm in producing pulmonary 
disease is emphasized; it is a point made only sporadically in the 
literature. 

3. In some cases pulmonary symptoms dominate the clinical pic- 
ture, and an underlying causative cardiospasm may be overlooked. 
This is such a case. 

4, Successful management of cardiospasm is usually followed by 
cessation of pulmonary symptoms and regression of pulmonary disease. 





